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THE GOOD OF THE ORDER. 


BY 


CLIFFORD 8S. LOSEY, M. D., E. Las Vegas, N. M. 


President’s Address, Read at the Thirty-sixth Annual Meeting of the New Mexico Medical Society, 
Cruces, New Mexico. 


We are passing through a period of our country’s history when the 
medical men have been called upon to make great sacrifices. New Mexico 
has given her full quota up to the present date, but many more will be 
needed before this terrible war is ended, and, what I believe to be the initial 
lesion, the sinking of the Lusitania, will be avenged. 

As a member of the State Council of Medical Preparedness, it has been 
my pleasant duty to answer governmental inquiries regarding applicants 
for Red Cross service and as medical men in other branches, and while 
trying to be particularly careful that every applicant was fully qualified, 
I have been able to give a good endorsement in a very large percentage of 
application. The average doctor in the great Southwest, not having the 
many niceties for laboratory work and the conveniences of some of the 
large hospitals, in the way of assistants and nurses, frequently has to 
rely upon his own initiative in emergencies and it is this same initiative 
which is to be of value in this war. Many conditions will present themselves 
to the medical man that will not permit of ample time for laboratory re- 
ports and the preparation of the patient for operation; and, in this in- 
stance again, I believe the doctor that has had to do without all conveniences 
is going to be of wonderful service. Then again, how many of you, by 
lack of proper state of health regulations and money to enforce the same, 
have been compelled to resort to unpleasant methods of quarantine and 
control of certain forms of disease and have had to bear the brunt of un- 
pleasant criticism. These same emergencies may present themselves again. 
The standard of medical men in the Southwest is fully equal to that of 
any other section of the country, and when the final accounting has come, 
their records on the scroll of honor will not be found wanting. 

There are many doctors of our country physically unable to withstand 
the rigorous duties of war service but, if they live in a community from 
where one of their fraternity is absent on service they can be of value to 
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that man. Speak the kindly word, it always sounds good. And when the 
absentee returns to his private duties again, whether in the past he has 
been friendly or otherwise, extend to him the hand of welcome; he will 
have done a duty willingly, and, in a large percentage of cases, at great 
sacrifice. 


At this time I would like to speak on a subject to which I have given 
considerable thought and yet remains unsolved. I fully realize there is 
the occasional case that comes to most of us, which is baffling, not only 
as to diagnosis, but as to treatment or operation, and in these same cases 
the great percentage of men are willing and anxious to seek consultation. 
On the other hand, the great majority of cases which leave this section of 
of the country and go to one or several of the large medical centers for ad- 
vice or operation, could be taken care of equally well in their own immed- 
iate neighborhood. Why is it that this condition obtains? I fully realize 
it is frequently the desire of the patient, but that the patient’s doctor is 
often responsible for his going some distance and at considerable expense, 
and this same patient goes and pays the specialist and leaves the doctor at 
home to hold the bag. I don’t mean to be egotistical when I speak of services 
rendered by members of this society, but I believe them to be the equal of 
any. The question resolves itself into the fact that we must pay some at- 
tention to our own commercial success and not let little local jealousies in- 
terfere. This subject will bear the expenditure of a little gray matter. 


During the past Legislature no little effort was given by this society’s 
Committee on Public Health Legislation to get a good public health bill 
with a full-time, paid state health officer passed. The bill was placed with 
a committee of legislators and there it quietly sleeps. On inquiry as to 
why this bill was allowed to remain with the committee, the reply was, 
“The public is not interested in such legislation.” Whose fault is it that 
they are not? I hardly believe # is the doctors. As an illustration to bear 
out my opinion, I quote from oue of our leading state daily papers the fol- 
lowing malicious editorial. 

“Forget It. 


“Senator A. V. Lucero, of Colfax County, introduced in the senate bill 
No. 220, ‘to provide for the health, inspection and instruction in the public 
schools.’ Among the provisions of the bill was one making it compulsory 
that physiciaus should ‘examine all pupils’ twice each year and that the 
parents or guardians of children found defective should be notified, and 
in case of refusal of parents or guardians to have such children treated as 
recommended, the same was to be reported to the city or county health 
officer for action; and in case it was found that the parents or guardians 
were too poor to pay the expenses of such treatment, the city or county 
physician was to be notified to so treat the children. — 


“The bill failed. Somebody in New Mexico is trying to force medical 
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rule on the state and to take the children of the country out of the care of 
the parents and place them under the direct care of the state. 

“Once for all, let us get over this sort of thing. The parents under our 
form of government have the care of their children, and if there is one 
fault on the part of the parents more pronounced than another, it is watch- 
ing over the health of their children too closely and giving them or having 
some one else give them too much medicine. 

“ If physicians were able to speak with authority on children’s diseases, 
there might be some excuse for such law, but after all these years of medi- 
cine, doctors know remedies or preventions for very few diseases, and aside 
from vaccination for small-pox, the administration of antitoxin for diph- 
theria and the treatment for typhoid fever, probably do about as much 
harm as they do good, when called upon to look after the health of children. 

“And most of the harm comes from suggestion, as does most of the 
good. For the school nurse to call up the children and ask them if they 
have any headache, any sore throat, any pain in their little tummies, is 
merely to suggest any or all of these to the children questioned.” 

It is true that the publishers of the above editorial have a perfect right 
to their own unsophisticated ideas, but is it right for the medical profession 
to allow such articles to appear unchallenged in the newspapers? 

I cannot help having a firm conviction that if every doctor would try 
and impress upon his patients the importance of good health laws, the time 
would not be far distant when the public would be interested in such legis- 
lation and the medical profession would not be subject to ridicule by every 
cult and fad. 

It hardly seems reasonable for a whole room full of children to be kept 
back in their school work, simpy because one or more in the room are defi- 
cient or backward; and such is the case in many instances and absolutely 
on account of some remedial condition. The public is paying taxes for 
school purposes and the more backward children the teacher has to deal 
with, the greater will be the expense. 

There is much to be said on this school question; but as it is a hobby 
of mine, I will not inflict any more upon you, but close with the immortal 


words of Shakespeare: 


“This above all,—to thine own self be true; 
And it must follow, as the night the day, 
Thou canst not then be false to any man.” 
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COMEBACKS. 


BY 
G. H. FITZGERALD, M. D., Bisbee, Arizona. 


Industrial organizations all over the country are rapidly adopting 
some form of medical supervision of their employees. The movement has 
spread largely through its own merits, yet it has been hastened somewhat 
by the passage of workman’s Compensation Acts. The older organizations, 
such as railroads, found this supervision a valuable measure long before 
conpensation laws were common. The Arizona law has compelled corpora- 
tions employing much labor to protect themselves by requiring a thorough 
physical examination of all employees. Though primarily a defensive 
measure, in avoiding damage suits in personal injury cases, these examin- 
ations prove valuable in the way of increased efficiency. A well selected 
group of men, physically qualified for their proposed tasks, is certainly 
superior to the same number hired in the old haphazard way. The man 
who does the employing is responsible for the intelligence and manual 
ability of the applicant, while the medical examiner must answer for his 
physical condition. This latter is not always an easy task, and mistakes 
are made which prove costly, both to the company and to the medical de- 
partment. The difficulties encountered in these examinations, the blunders 
made, and a few suggestions gained from personal experience form the 
basis of a discussion of this phase of our work. 


There is constant danger of passing a man with some defect which he 
may later attribute to his work and on which he may attempt to mulct the 
company for damages. He may do this innocently or maliciously, but in 
either event he proves an expensive employee. Every unfit applicant who 
gets by the examination is a potential law suit, and a dead expense to the 
company who finds it profitable to retain old workers and avoid the an- 
noyance and expense of hiring and breaking in new ones. The man who is 
not of standard physique cannot stand the severe strain of mine work, and 
must be replaced by another. Accurate statistics were not obtainable from 
the C. & A. or Shattuck offices, but estimates by reliable officials place the 
total cost of hiring and training a new miner at from $30.00 to $45.00 per 
man, figures which emphasize the importance of care in selection. The 
company is justified in demanding examinations solely on the grounds of 
economy and increased efficiency, yet they have much to commend them 
in their relation to the employee, who is prevented from undertaking work 
for which he is not physically adapted, and which would do him permanent 
injury. Through being rejected, many an applicant first learns of an 
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incipient disease which he never suspected, and is thereby warned in time 
to conserve his health and prolong his life and earning capacity. 


These examinations are difficult because the applicant is on the de- 
fensive; he comes because he has to, and is prejudiced against the system. 
He is ready to deceive and to distort personal history to such an extent that 
it is worthless. As a rule judgment as to his fitness must be based solely 
on physical findings. I have known an applicant with a glass eye to declare 
that vision in both eyes was perfect; and a man with frank secondaries to 
contend that his eruption was due to heat or sulfides. 


I will note a few errors which have come under my observation during 
the past two years: 


A fair contingent of mine employees come from Texas, Arkansas, 
Old Mexico and other Southern points, pass the examinations and yet are 
badly infected with malaria. A man will work a week or ten days and is 
back on our hands with chills and fever. Meantime a wife and family are 
discovered, all more or less infected and in need of attention. The man is 
subject to recurring attacks and proves an expense for a year or more. As 
a workman he cannot deliver the goods. Unless there is a decided anemia 
or an enlarged liver or spleen to arouse suspicion, he gets by the examina- 
tion and we only learn his true history when called to treat him. 


A history of rheumatism is rarely given, in fact, is usually denied. 
Applicants appear only when free from obvious signs, and unless we en- 
counter some heart lesions and start a rigid inquiry, the disease is generally 
overlooked. Rheumatic attacks make heavy demands on the medical de- 
partment and incapacitate the employee for long periods. 

Pulmonary tuberculosis among new applicants has been comparatively 
rare. This is probably due to the fact that mining is not only a hazardous 
but strenuous occupation. The cases found are usually among old employees 
who have been examined on account of changing jobs, and who have devel- 
oped the disease while in the company’s employ. 

Many sufferers from asthma come to the Southwest seeking relief. 
Between attacks they are apparently healthy men and may then be passed 
by the examiner. Naturally, mining soon brings on a relapse and the true 
history is elicited. In time the man realizes that he is not physically able 
to stand the bad air and stress of underground work, but he has meanwhile 
been a burden and an expense. 

Nephritis is perhaps the most frequent cause of rejection. Occasion- 
ally a nephritic passes the examination when his urine is free from albu- 
men, but the hard work of mining soon causes a breakdown. Some men 
have been suspects from the start, some have shown albumen by both 
heat and nitric acid tests, but have cleared up and remained so for a week 
or more, when out of compassion the examiner has passed him. The 
result is not a comfortable one for the doctor, and a worse one for the em- 
ployee, who has probably ruined his chances of a longer life. The pres- 
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ence of albumen, even though temporary, should bar the applicant. The 
disease is too serious for taking chances. — 

Among troublesome disabilities, eye lesions have not been the least. 
Personal injury claims are constantly being made for defects present 
when the employee was examined. The examiner who overlooks a cataract, 
corneal opacity, pterygium or defective vision in one eye, may be sorry 
later, but that does not help much when the empoyee starts suit. Only by 
using the test chart and by careful inspection can errors be avoided. Given 
one normal eye, vision in the other should be at least half. Even with 
normal vision the blinking Bohunk should have his lids carefully searched 
for evidence of trachoma, as he may later attribute the disease to irritation 
from foreign bodies. 

Varicose veins found at the time of examination may never have 
troubled the applicant, he is even surprised to learn that he has them, yet 
a few weeks later they may give rise to all sorts of aches and pains. Many 
seasoned miners have varicose veins which give no trouble, but any vari- 
cosities in the unseasoned applicant should disqualify him. Careful in- 
spection of the shins and ankles for old healed ulcers or thin scar tissue 
will save future dressings and loss of time. 

Any type of hernia bars the applicant, and yet so-called traumatic 
hernias have been far too frequent. So far as I have seen them, these 
ruptures have been mostly direct, that is, they do not follow the canal 
throughout. Some have occurred in cases having large rings, but no real 
protrusion at the time of examination; and others in cases in which the 
rings were normal, but the abdominal wall thin and weak. The latter I 
believe to be the most dangerous and any case giving a bulging over the 
inner ring, or a decided impulse to the finger on coughing, should be re- 
jected, whether or not anything can be felt in the canal. Extremely large 
rings should be rejected even in the absence of a hernia. Operative wounds 
in the belly wall should be carefully examined for possible weaknesses, 
and this is especially true of herniotomy scars, which may give way slowly 
under the constant strain of heavy work, and form the basis for a claim 
for damages, or, at least, the expense of an operation. 

Latent gonorrhoea or a sub-acute case is often not noted only to appear 
later with a bubo or an epididymitis, which is attributed to a strain in 
lifting. Active syphilis is usually readily detected, but the latent variety 
is easily overlooked and may entail countless complications and endless 
care. 

I think we have paid too little attention to the mouth and throat. A 
bad pyorrhea brings indigestion and various infections in its wake; while 
decayed teeth often result in alveolar abscesses. Enlarged honey-comb 
tonsils are the cause of many lay-offs during the winter, and much work 
and expense to the medical department. 

One mistake has been in not allowing a general inspection of the naked 
applicant to weigh more in judging his fitness. Tremors of tongue and 
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fingers may denote alcoholism, anemia may indicate malaria or syphilis, 
flabby musculature or emaciation some constitutional disease, and yet if 
no definite lesion is found, he is likely to get by. 

Another comeback has been the matter of substitution—one man 
taking the examination for another. Failure of the examiner to note some 
peculiar distinguishing mark on the person of the applicant may prevent 
a valuable check on these impostors. Careful search will find a brand on 
every applicant. This is necessary as a means of identification when a 
question of substitution arises, as otherwise the medical department may 
be saddled with a chronic for whom they are in no way responsible. 

These examinations are not popular, and are severely criticized by 
labor organizations. We do our best to be just, both to the company and 
to the men, and yet are accused of favoritism, even of being the instru- 
ments of a black-list. Color is lent to this view at times by men being 
passed who are crippled or really unfit, yet who are old employees, injured 
in service, whom the company wish to help. Additional color is lent to 
this view when a man is rejected by one company and later accepted by 
another. I believe that a common standard of physical fitness, to which 
we could all subscribe, would be a good thing and would obviate much of 
the present criticism. With wages high and an abundant supply of hardy 
men to choose from, I see no reason why any questionable risk should be 
assumed. It is a mistake to do so, for it results in grief for us, expense 
to the company and injury to the employee. 





PELLAGRA. 


BY 
WM. HOWE, M. D., E. Las Vegas, N. M. 


Pellagra is a disease of unknown cause, occurring usually in the tem- 
perate and sub-tropical sections, characterized by symmetrical skin lesions, 
largely confined to the uncovered portions of the body, hands and forearms 
most frequently; by gastro-intestinal disturbances, and by changes in the 
nervous system which lead to melancholia, dementia, or other evidences of 
mental despondency, with, frequently, a suicidal intent; and has definite 
seasonal variations, most frequently appearing in spring and early sum- 
mer. 

The first known appearance of pellagra was in Spain in 1735. 

In 1755 Stromboi recorded its appearance in Italy, when it ravaged 
the section of Lombardy, and from that time until now that country has 
been considered the natural home of the disease. 

It is highly probable that pellagra had existed for many years before 
being classified, being confused with syphilis, leprosy, scurvy and many 
other chronic skin diseases. 
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Some years later France became a victim, but in recent years Rou- 
mania has been one of the chief scenes of its activity, also Egypt, Tyrol, 
Servia, Bulgaria, Greece and Asia Minor have reported cases, with a few 
from Great Britain. 


And there is little doubt but that it has existed in the United States for 
many years, as it has been recently found among the case records of a 
South Carolina hospital for the insane, an account of a definite case oc- 
curring in 1834. 


But it was not until 1907 that the first account of a definite outbreak 
was reported, which took pace in Alabama. 


Since that time it has been reported from nearly every state in the 
Union, but is more prevalent in the South Atlantic States. 


It is claimed that over 75,000 cases have occurred in this country, 
with a mortality of about 40 per cent, which we believe to be a low esti- 
mate, as pellagra is a disease of rural sections and occurs chiefly in states 
outside of the registration area; and therefore it is very difficult to secure 
definite data at this time. 


Dr. Joseph Goldberger, of the United States Health Service, who has 
made some very careful experiments, holds that it is found that nearly 
all cases of pellagra are found to be in persons who are not able to get the 


best nourishing food, and that very few cases occur among the well-to-do. 
He observed that in certain orphanages in Mississippi, including two 
hundred cases, that after an additional diet was prescribed, without any 
change in hygienic or sanitary environment, only one case re-occurred the 
following spring. 
The conclusions drawn from the experiments of Dr. Goldberg are as 
follows: 


1. Diet is the common factor in the various methods of treatment 
recently advocated. The marked success claimed for each of these methods 
must logically be attributed to the factor (diet) which they have in com- 
mon. 

2. The value of diet in the prevention of pellagra has been tested at 
two orphanages and at an asylum for the insane, endemic foci of the dis- 
ease. Marked increase in the fresh animal and leguminous protein elements 
of the institution diets were made. 

Of 209 cases of pellagra observed at the orphanages during the spring 
and summer of 1914, not less than 172 completed at least the anniversary 
date of their attack under observation. In only one of these 172 pellagrins, 
following the change in diet, was there recognized evidence of recurrence, 
although on the basis of experience elsewhere, from 99 to 130 might reason- 
ably have been expected. Nor was there any case observed among the 
non-pellagrin residents, 168 of whom completed not less than one year 
under observation. 
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Of the group of pellagrins on the modified diet at the insane asylum, 
72 remained continuously under observation up to Oct. 1, 1915, or at least 
until after the anniversary date of their attack of 1914. Not one of this 
group has presented recognizable evidence of a recurrence, although, of a 
group of 32 controls, 15 have had recurrences. 


Pellagra may, therefore, be prevented by an appropriate diet without 
any alteration in the environment, hygienic or sanitary, including the 
water supply. 


3. At an isolated convict camp, previously free from pellagra, with 
an average population of from 70 to 80 white males, 11 volunteers were 
segregated, and, after a preliminary observation period of two and one- 
half months, placed on an abundant but one-sided, chiefly carbohydrate 
(wheat, corn, rice) diet, from which fresh animal proteins and legumes 
were excluded. At least six of these volunteers developed pellagra. 


This result would appear to have been brought about by the diet on 
which they subsisted. 


4. A definite conclusion as to the intimate mechanism involved in 
bringing about or in preventing the disease by diet cannot be drawn from 
the available data. 


For the practical purpose of preventive medicine, it would seem to be 
of fundamental importance to recognize that the pellagra-producing fault 
whatever its intimate nature or however brought about, is capable of cor- 
recting or preventing by including in the diet suitable proportions of the 
fresh animal and leguminous protein foods. 


Chas. T. Nesbitt, Health Officer of Wilmington, N. C., draws the 
following conclusions from health statistics for five years, embracing 1911 
to 1915, inclusive: 


The total mortality per 100,000 population was as follows: 


Entero Typhoid Communicable 
Year Total Colitis Fever Diseases Pellagra 
1911 1123 411 100 54 38.8 
1912 655 320 35 53 21.3 
1913 651 206 50 41 16.6 
1914 644 220 25 39 38.2 
1915 474 80 9 30 64.6 


This shows a wonderful decrease in general during the five years, 
through the improved water supply, excreta disposal, and better sanitary 
conditions, quarantine control, etc., except in pellagra, which nearly 
doubled. 


Thus he draws conclusions from his local experience that there is no 
existing relation between soil pollution and the incidence of pellagra. 
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Close supervision of all cases, disinfection, fumigation, isolation and 
the means of controlling infection have no influence on the incidence of 
pellagra. 

But, business depression, lack of employment, a limited market for 
produce, increased price of food with consequent increase of indigence, 
increases the incidence of pellagra very markedly. 


Dr. L. W. Allison of Fort Worth, Texas, states that since 1907 until 
now, each of the southern states have had tens of thousands of cases and 
that the states have no such poor as can be found in Italy, and that the dis- 
ease is frequently found among the well-to-do. 


Dr. Bowman of Fort Worth, Texas, claims that 80 per cent of their 
cases come from the homes of ranchmen who live on milk, eggs, beef, 
pork and vegetables with very little corn meal. 


It has been demonstrated in South Carolina on two occasions during 
1914 and 1915 that proper sewerage greatly reduces the number of pella- 
grins, as four large mills, two having water carriage systems installed and 
the other two retaining their open surface privies. The two mills that in- 
stalled sewerage systems greatly reduced the recurrence of pellagra, while 
with the other two no such change for the better occurred, as they had a 
large number of recurrences. 


In Nashville, Tennessee, a thorough investigation was made by the 
Health Department, including 65,000 persons, gathering data from more 
than five hundred cases of pellagra, in regard to age, sex, race, season of 
the year, social status, economics, diet, occupation, milk and water supply, 
sewage disposal, previous exposure and parasitic infection. 


In regard to sex, women under 50 years of age were affected from 
three to four times as often as men; above that age, the sexes were about 
equal. 


Regarding season of the year, cases among whites were more often in 
the spring; among negroes more frequent in summer. 


It was found that out of the 500 caess, 421 were consuming sufficient 
protein diet and that men with probably greater protein requirements, still 
showed very much less susceptibility to the disease. It was also found that 
the disease was found in the unsewered area, and that the sanitary condi- 
tions in that part of the city were of the worst. 


In an area of a square mile in which pellagra was most prevalent 
were found fifteen hundred privies which were rarely cleaned nor closed 
against the invasion of flies, were located seldom more than fifty feet and 
frequently not more than fifteen or twenty feet from the kitchen, with not 
more than two per cent of the kitchens screened. 


It was also found that 78 per cent of the patients had been in intimate 
contact with the pellagrins before contracting the disease. 
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It was shown later that the installation of sewers and better sanitation 
in certain districts was followed by a decrease in the number of cases 
originating therein. 


A summing up of the conditions, as was found in the literature, and 
our own conditions and observation, indicate that factors other than de- 
ficiencies in protein diet are concerned. 


In referring to improper or unbalanced diet, why should we not find 
the disease most frequent among vegetarians, where proteids are a minor 
part of the food constituence? 


Nevertheless, we are unable to find such to be the report in any of the 
discussions or literature. 


It has been worked out in several of the large Southern institutions 
that a well-balanced diet or one forcing a strong protein diet has cured and 
prevented many cases returning. 


But what better ground have we for believing pellagra to be caused 
by poorly balanced nutrition than we have to think that “T. B.,” or any 
other disease accompanied by emaciation, when the same forced feeding 
with good nutrition will overcome and eradicate almost any of those con- 
ditions in many cases? 


However, it is very clear that a poorly balanced diet may be a second- 
ary causative factor and produce a greater susceptibility to pellagra and 
almost any other disease, by undermining the general vitality. 


But from our observation in this locality we are led to believe that it 
is other than a lack of protein in the diet, as all of our cases have been 
among the native population, who as a rule live on a strong protein diet 
consisting of beans, milk and eggs and “carne.” They nearly all have 
ranches and raise their own meat, eggs and milk, together with a good 
garden. 

But the sanitary conditions are very much similar to those found in 
Nashville, with all manner of feeding places for flies, and very little or no 
protection against them; and, so far as we can find in the literature of the 
present time, corn as a dietary causative factor has lost much favor; and 
the theory that it is due to an excess of silica and alumina in the water 
has met little favor and does not seem to be supported by facts. 

We do not believe it to be directly contagious, as with few exceptions 
doctors and nurses in large institutions, handling and caring for many 
patients, seldom contract the disease; neither does it seem to be hereditary, 
but a low diet and lowered vitality seem to be predisposing factors, the 
same as in many other conditions. 

Therefore, we cannot help being led to believe it to be an infectious 
disease, instead of being caused by a lack of protein in the diet, on account 
of the seasonal appearance, which is the most favorable time for the flush- 
ing and distribution of filth by spring freshets and floods, followed by the 
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advent of the fly; and that it immediately follows the cold season when 
people in general have been consuming more protein for months preceding 
its occurrence than any other time of the year. 

However, it may be of interest to report the cases we have seen: 


Case 1.—M. Baca, age 67, gave a history of having a similar condition 
in the spring of 1911, and was treated by Dr. Shaw; recovered and had no 
recurrence until spring of 1915; treated by Dr. DesMarais and again re- 
lieved. This spring on May 13th came to me and some of the gentlemen 
present saw him with me May 30th, but he gradually grew worse and died 
some time in September. 


Case 2.—May 13th, the same day that I saw the first case, was called to 
see a Mr. Martinez, who was very much emaciated, and confined to bed, 
had the very characteristic skin eruption on the hands, absolutely no ap- 
petite; sore mouth resembing salivation; he made no improvement and on 
about May 23rd developed the characteristic throat paralysis and died about 
June Ist. 


Case 3.—Mrs. Castillano came to me Jast February with a large goitre, 
which improved very rapidly; she made weekly visits to the office during 
February, March and April. About the first of April she complained of 


some indigestion and developed a peculiar looking sunburn eruption on 
the hands and forearms, later on in the month, but I thought very little 
about it, as I supposed she had been out in the garden at work in the sun 
and burned them. After about the first of May I did not see her for a 
while, until about June 21st, when I was called and found her with the same 
skin eruption, no appetite, sore mouth and tongue, intermittent diarrhoea, 
urine loaded with indican, and some albumen. About July 1st she began 
bloating, urine showing more albumen. There was no stimulating an ap- 
petite. The cedema increased, urine loaded with albumen and bile; the last 
part of July patient became very jaundiced, followed by marked echy- 
mosis of arms and chest, which cleared up, but cedema, albumen, gastric 
and mouth symptoms increased; the patient died August 11th, of uremia. 


Case 4.—June 5th found Mrs. Gonzales, age 45, in a pitiable condition, 
very weak, emaciated, no appetite, almost constant diarrhoea, sore mouth 
and tongue, characteristic eruption on hands, with one of them sloughing, 
throat paralysis developing, condition hopeless; the patient died about 
June 20th. 


Case 5.—Mr. Baca, age 54, was first seen on July 7th; found very 
weak, sore mouth and tongue, scaliness of hands, no appetite and a history 
of having had intermittent diarrhoea for two years, which had recently 
become hemorrhagic and very persistent. He rapidly lost strength and in 
about two weeks developed the throat paralysis, and died July 30th. 


All five cases had a clear mind, but during the last three years there 
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have been seventeen cases admitted to the State Hospital for the Insane 
with a mortality similar to mine. 

In regard to treatment.—Perfect rest, good nutrition, care and hy- 
gienic surroundings, but so far as drugs are concerned, Tyson says the only 
group worthy of mention are the Arylarsonates, of which Atoxyl is prob- 
ably the best, but owing to its toxicity, and the fact that it is not dispensed 
in tablet form, he has preferred Soamin which is less toxic and can be had 
in one grain or five grain tablets, which is given in doses from five to 
seven grains by hypodermic injections deep into the gluteal muscles; and 
that it seems useless to give medicine to control the diarrhoea. 





TREATMENT OF ACUTE BRONCHO-PNEUMONIA IN CHILDREN. 


BY 
C. A. REINEMUND, M. D., El Paso, Texas. 
(Read Before the El Paso County Medical Society, September 17, 1917.) 


Before discussing the treatment of acute broncho-pneumonia in chil- 
dren, I wish briefly to call your attention to certain factors to be kept in 
mind, when undertaking any method of treatment for this disease. 


In the first pace, broncho-pneumonia is practically a disease of early 


childhood, most common during the first and second year and very rare 
after the fifth, which fact in itself brings to our minds many difficulties 
that must be overcome in order to carry out any successful line of treatment. 

Secondly, acute broncho-pneumonia in children is a secondary disease, 
following, as it does, any of the mild catarrhal inflammations of the upper 
air passages, but more often the specific infectious diseases of childhood, 
especially measles, whooping cough and diphtheria, naturally when 
pneumonia sets in, the child is already in a more or less debilitated condi- 
tion, increasing the difficulties in treating. 

Thirdly, the course of the disease is not a distinct one, i. e. there is 
no average length of time in which the disease will run its course, no dis- 
tinct crisis. These facts simply mean that we must carry out our treat- 
ment successfully, or our disease will progress to a fatal termination. 

Fourthly. Broncho-pneumonia is not caused by any specific organism. 
Examinations usually show mixed infections with one or the other organism 
predominating in the different cases. This fact makes vaccine therapy 
very difficult, as only autogentous vaccine therapy would be logical, which 
is practically impossible in a small child. 

These different factors clearly show that the mortality rate in this 
disease must be high at its best, and I certainly found this to be the 
fact here in E] Paso, among our Mexican children especially, where home 
surroundings, lack of care and superstition put big difficulties in our way. 
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advent of the fly; and that it immediately follows the cold season when 
people in general have been consuming more protein for months preceding 
its occurrence than any other time of the year. 

However, it may be of interest to report the cases we have seen: 


Case 1.—M. Baca, age 67, gave a history of having a similar condition 
in the spring of 1911, and was treated by Dr. Shaw; recovered and had no 
recurrence until spring of 1915; treated by Dr. DesMarais and again re- 
lieved. This spring on May 13th came to me and some of the gentlemen 
present saw him with me May 30th, but he gradually grew worse and died 
some time in September. 


Case 2.—May 13th, the same day that I saw the first case, was called to 
see a Mr. Martinez, who was very much emaciated, and confined to bed, 
had the very characteristic skin eruption on the hands, absolutely no ap- 
petite; sore mouth resembing salivation; he made no improvement and on 
about May 23rd developed the characteristic throat paralysis and died about 
June Ist. 


Case 3.—Mrs. Castillano came to me Jast February with a large goitre, 
which improved very rapidly; she made weekly visits to the office during 
February, March and April. About the first of April she complained of 


some indigestion and developed a peculiar looking sunburn eruption on 
the hands and forearms, later on in the month, but I thought very little 
about it, as I supposed she had been out in the garden at work in the sun 
and burned them. After about the first of May I did not see her for a 
while, until about June 21st, when I was called and found her with the same 
skin eruption, no appetite, sore mouth and tongue, intermittent diarrhoea, 
urine loaded with indican, and some albumen. About July 1st she began 
bloating, urine showing more albumen. There was no stimulating an ap- 
petite. The edema increased, urine loaded with albumen and bile; the last 
part of July patient became very jaundiced, followed by marked echy- 
mosis of arms and chest, which cleared up, but «edema, albumen, gastric 
and mouth symptoms increased; the patient died August 11th, of uremia. 


Case 4.—June 5th found Mrs. Gonzales, age 45, in a pitiable condition, 
very weak, emaciated, no appetite, almost constant diarrhoea, sore mouth 
and tongue, characteristic eruption on hands, with one of them sloughing, 
throat paralysis developing, condition hopeless; the patient died about 
June 20th. 


Case 5.—Mr. Baca, age 54, was first seen on July 7th; found very 
weak, sore mouth and tongue, scaliness of hands, no appetite and a history 
of having had intermittent diarrhoea for two years, which had recently 
become hemorrhagic and very persistent. He rapidly lost strength and in 
about two weeks developed the throat paralysis, and died July 30th. 


All five cases had a clear mind, but during the last three years there 
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with a mortality similar to mine. 
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gienic surroundings, but so far as drugs are concerned, Tyson says the only 
group worthy of mention are the Arylarsonates, of which Atoxyl is prob- 
ably the best, but owing to its toxicity, and the fact that it is not dispensed 
in tablet form, he has preferred Soamin which is less toxic and can be had 
in one grain or five grain tablets, which is given in doses from five to 
seven grains by hypodermic injections deep into the gluteal muscles; and 
that it seems useless to give medicine to control the diarrhoea. 
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tion, increasing the difficulties in treating. 

Thirdly, the course of the disease is not a distinct one, i. e. there is 
no average length of time in which the disease will run its course, no dis- 
tinct crisis. These facts simply mean that we must carry out our treat- 
ment successfully, or our disease will progress to a fatal termination. 

Fourthly. Broncho-pneumonia is not caused by any specific organism. 
Examinations usually show mixed infections with one or the other organism 
predominating in the different cases. This fact makes vaccine therapy 
very difficult, as only autogentous vaccine therapy would be logical, which 
is practically impossible in a small child. 

These different factors clearly show that the mortality rate in this 
disease must be high at its best, and I certainly found this to be the 
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I will outline briefly the treatment I have been using, and ask you to 
help with criticisms or suggestions; then this paper will have helped to 
lower the mortality rate in this disease. 


Prophylaxis :—Here I call special attention to the fact of impressing 
upon the laity that they must take better care of their children during the 
mild infections, the common so-called colds, which we have here so fre- 
quently; also to be more careful with measles and whooping cough, in 
which usually very little care is taken to prevent spreading infection to the 
lungs. We physicians, in treating acute infectious cases must examine the 
lungs of these children with most care to prevent a broncho-pneumonia 
from setting in. Remember, also, the acute gastro-enteric infections, in 
which we so often overlook the chest until it is too late. Again, I believe it 
is far safer to isolate all cases, as we would any other contagious disease. 


In the hygienic treatment of pneumonia, give more attention to the 
ventilation and temperature of the sick room. There must be plenty of 
fresh air, but no direct draughts on the child and the temperature must 
be kept as near 70° F. as possible and this being done by thermometer and 
not by guesswork. As to the dress of the child, it should be a loose fitting 
gown, including feet, of outing flannel during the warmer months, or a 
so-called “Denton” garment during the cold months, at the same time 
avoiding all jackets or heavy poultices, which all have a tendency to make 
the child uncomfortable. Our whole aim should be, to make the child as 
comfortable as possible, in order to preserve his strength. Systematize as 


much as possible the routine of treatment, so that taking temperature, local 
treatment, feeding and medication shall follow each other as closely as pos- 
sible. Thus we can give the child two and one-half to three hours’ uninter- 
rupted rest, which, to my mind, is often of more use than too much treat- 
ment. 


Diet :—In breast-fed infants I give one or two ounces of water before 
each nursing and cut down the time of each nursing; in bottle-fed infants 
and older children during the time of high fever, I discontinue all cow’s 
milk, giving gruels, malted milk, strained broths or albumen water with 
orange juice; by so doing, I find the children suffer less from tympanitis. 

Bowels:—Every second day I give a dose of castor oil, unless there is 
a very weakened condition, where I use the normal salt enemas, also when 
there is much tympanitis, but this condition is rare in my cases since dis- 
continuing the use of cow’s milk during the high temperature. 

Local Treatment :—Counter-irritation. This is especially indicated in 
the early stages of the disease and I use mustard in the form of the paste, 
applying it both to the front and the back of the chest, using one part 
mustard flour to four to six parts of flour, depending on the age of the 
child and also the condition of the skin, using the white of the egg instead 
of water to mix it with. After the skin becomes reddened, I remove it and 
rub the chest with camphorated oil. In severe cases, I repeat this every 
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six hours. If the skin is very sensitive, or the condition of the lung is im- 
proving, I use it twice daily, also decreasing the strength. In the early 
stages of the very sthenic cases a mustard pack acts more promptly and is 
more effective, only it is rather difficult to use in young chidren on ac- 
count of the itching. For pyrexia, I have been using the wet pack made 
by wrapping the body of the child, between the shoulders and the knees, 
in a large bath towel, wrung out of water at a temperature of 95° F., and 
reducing the temperature of the pack in situ, by pouring on water at 90°, 
then 85° and so on down to 70°, if necessary, to bring down the temperature 
of the child, using an ice cap to the head and a hot water bottle to the 
feet. In this way the fever can be reduced without much danger of shock 
or disturbing the child, who can, if necessary, be kept in the pack for 
several hours. It is best to remove him from the pack and thoroughly dry 
with vigorous rubbing, when the temperature comes down to 102° F. in 
the rectum. The indication for the application of the pack depends on what 
effect fever has on the child, but a safe rule is to use it when the fever is 
over 104° F. in the rectum. In the asthenic cases it is better to use the 
warm mustard packs. 


For cleansing purposes use a warm soap sponge bath and alcohol rub. 


Inhalation Treatment:—This form of treatment is very serviceable 
where you have good nursing and it can be carefully carried out, other- 
wise it may do more harm than good. It is especially indicated when the 
secretions are very tenacious and there is much annoying cough. Use the 
crib as a tent and connect the steam kettle to it, using creosote as the medi- 
cament in the solution; I have also used compound tincture of benzoin and 
eucalyptol with good results, but be especially careful not to make the 
vapor too concentrated and to change the air in the tent frequently. 


Medicinal Treatment :—As we have no specific for this disease, natu- 
rally the internal treatment must be symptomatic. There are several 
things which make for success. Keep up the general resistance of the 
patient, rid the lungs of the local infection and support the heart during 
the terminal stage of the disease. 


The general resistance is kept up best by the care of digestion, but 
no matter how careful we are with the diet, if we upset digestion by 
nauseating and irritating medicines, then we have lost our main ally in 
the successful treatment of the disease. For this reason I do not use 
syrupy expectorants. If counter-irritation is not sufficient then I use 
expectorants by mouth in powder form, using a formula that Kerley 
recommends, containing tartar emetic, pulv. ipecac and ammonium chloride 
in minute doses. This formula is very satisfactory for liquifying the secre- 
tions and clearing the lungs, but has the disadvantage of having to be 
given between feedings and at times producing vomiting. I therefore us- 
ually discontinue the use of this formula after 48 hours, if I do not get any 
results, and reduce the dose if the results are good. Recently I have used 
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a formula suggested to me by Dr. M. P. Schuster, containing spts. camphor, 
aromatic spts. of ammonia, spts. nitrous ether with cinnamon water as 
vehicle, which has been giving me far better results. Camphor, as you all 
know, is highly recommended in all acute infections of the lungs and is 
also a good diffusible stimulant. The ammonia is a good stimulant and 
expectorant, the nitrous ether is a diaphoretic and diuretic. The dose, 
naturally, is governed by age, but for a one year old child, I use spts. cam- 
phor m1; aromatic spts. of ammonia m3; spts. nitrous ether m6; with cin- 
namon water m20 and water q. s., giving it every three hours, well diluted. 
If any additional stimulation is necessary by mouth, I give brandy or 
whiskey. For the cough, if possible, I use the inhalation treatment, other- 
wise give codeine in powder form in minute doses by mouth. In the later 
stages, when the heart may need additional stimulation, I prefer giving 
camphor hypodermically, but since using the above described mixture by 
mouth, I have not used the latter so frequently. 

In the extreme cyanosis of the later stages the oxygen inhalations are 
very serviceable. 

Vaccine Therapy :—I have used mixed vaccines in a number of cases 
but without apparent beneficial results, which I attribute to the fact that, 
in giving stock vaccines we are simply taking a pot shot at the infection. 
The more ideal way woud be to use an autogenous vaccine, but that is very 
difficult in a small child. 

In summing up treatment, I would say success depends on the possibil- 


ity of keeping up the child’s resistance; ridding the lungs of the infection 
_ as quickly as possible, and whatever remedies will do that most consistently 
are the best ones to use. 


DISCUSSION ON DR. REINEMUND’S PAPER. 


The discussion was opened by Dr. Rawlings, who said that the treatment men- 
tioned was rational and along the lines he used. In the matter of prophylaxis he 
thought we should make more effort to prevent the onset of this complication, he 
pecially in whooping cough and measles, where we let the family do most of the treat- 
ment. We should educate the laity to the fact that measles are serious. He believed 
he had been able to cut short the course of whooping cough by the use of the vaccines; 
using them in larger doses than ordinarily employed. He believed more harm than 
good was done in the use of local treatment. Mustard is the best counter-irritant in 
the beginning, but, after the third or fourth day, results are poor. Inhalations are 
good, but must be used with care. He preferred the pack for high temperatures, using 
in the same way as does the speaker. The most important thing in treating infants is 
not upset the stomach. Ipecac, squills, ammonium chloride, etc., are not good. He does 
not take the child from the milk when it is on the bottle, but if the child is digesting 
the milk, he simply reduces the strength. Stimulating drugs frequently disturb the 
stomach; when necessary, he uses strophanthus and nitroglycerine, with which he 
has had the best results. 


Dr. Mueller:—Said he did not believe in taking the child off the milk nor in hot 
applications, but uses hydro-therapeutics for reducing the temperature, and likes am- 
monium chloride, as he thinks it helps. Believed in the fresh air treatment as they do 
better when outdoors; undue exposure was to be avoided. Had not had definite re- 
sults with vaccines. 

Dr. Montenyohl:—tThe main thing is to preserve the stomach. He got results with 


strophanthus, and stimulated the patient early in the disease. Some of the best men 
believed in early stimulation. Ratchford of Cincinnati used inunctions of guaiacol in 
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anhyhdrous lanolin. Guaiacol appeared in the urine in about two hours after the inunc- 
tions; it overcame infection in the lymphatics. 


Dr. Branch:—My treatment hinges on the treatment of the disease preceding 
this trouble. I use creasotol, mixed with whiskey and ammonium muriate. The 
patient should have plenty of water on the inside; I use local applications and fre- 
quently give a little infusion of digitalis, using the stimulants early. 


Dr. McKinney:—Believed the patients did better without any drugs at all. 


Dr. Safford:—Called attention to the use of physiological salt solution in com- 
batting the ill effects of high temperature, where you have poor nursing and can’t 
get hydrotherapy. He gives it by rectal injection every four or five hours; toxins 
are diluted and temperature lowered. He prefers the warm pack and cooling pro- 
cured in this way by evaporation. Some dozen years ago Dr. Schuster came back from 
New York and spoke of one of the pediatrists using camphor as his sole drug. He 
makes it his most important drug; gives it with whiskey and syrup of tolu; does not 
give large doses. Believes he gets definite results from this medication. 


Dr. Strong:—After whooping cough, measles, scarlet fever, etc., give the lime 
water and keep the urine neutral. Vinegar inhalations are good, using litmus paper 
to test with. He calls attention to the fact that the pneumococcus does not grow in 
an acid medium. 


Dr. Bishop:—Believed thoroughly in medication. Gets fine results with a good 
Many drugs, such as aconite, belladonna, etc. She used hot packs also. 


Dr. McNeil:—Called attention to the necessity of rest in these cases, but did not 
believe that babies should be kept outside. Uses enemas for tympanites and ammonia 
for its stimulating effects. 


Dr. Waite:—Remarked that all the doctors used different drugs and none of them 
can tell what his particular drug did. The homeopaths taught us that people get well 
without medication. Regarding the reduction of temperature, he stated that to melt 
ice you have to have 70 calories of heat to every dram of ice. Where you get high 
temperature in these patients, give them plenty of ice and you will reduce it. 


Dr. Thompson:—Said that the bronchial tubes of a baby have an exceedingly 
fine lumen, and in the pathological changes during broncho-pneumonia they are easily 
stopped up; that is the reason you should not give opiates in any form. Croupous 
pneumonia does not occur frequently in children. The time for stimulation is when 
you see the nostrils twitching with each breath. He uses alcohol in some form or 
other for stimulation. Of the external applications the wet pack is good. Where you 
cannot get nursing, especially in poor people, he has a vest made and lined with cotton, 
and keeps this on their chests during their illness. Keeps the lungs covered. He be- 
lieves it is a difficult matter to cut down the temperature in these cases. The child 
should be kept quiet; as few people as possible should pass in and out of the room, 
and regular feeding periods are necessary. 
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VITAL STATISTICS. 


BY 


CRESSY WILBUR, M. D., U. S. Census Bureau. 
(Read at the Fifth Annual Meeting of the Arizona Health Officers.) 


Though I have been engaged in in vital statistical work for 25 years, 
thirteen in charge of that work in Michigan, eight years as chief statisti- 
cian of the U. S. Census Bureau for Vital Statistics, and for the past two 
years director of the division of vital statistics for the State of New York, 
all my experience has been Eastern experience, so I am very glad to get 
some first hand information as to actual conditions in the West. 


Although vital statistics are everywhere recognized as an absolutely 
necessary basis of public health work, they have been much neglected in 
this country. The registration of deaths at the present time for the official 
registration area of the United States includes only a little over two-thirds 
of the total population of the country; it includes much less than that, 
—I think about forty per cent—of the total area, indicating that the regis- 
tration as you would naturally expect, is poorer in the more sparsely set- 


tled states. The registration area was established in 1880; before that time 
the only information regarding the number of deaths was at the decennial 
census, beginning in 1850 and every ten years. In 1880, under the direction 
of Dr. Billings, the registered list of deaths from actual records were ob- 
tained from the two registration states that, with a few cities, constituted 
the registration area for that year; they were Massachusetts and New 
Jersey. Ten years later, in 1890, a number of states were added. There 
was general interest in the medical centers of the north and northeast; 
several states were added, New York and others in the far east. There was 
little change in 1900, except that the state of Michigan was added for the 
census year ending 1900, and the state of Indiana for the calendar year. 
In 1900 there was begun the annual collection of vital statistics of deaths, 
by the Bureau of the Census. Beginning with 1902, the date of the or- 
ganization of the permanent Bureau of the Census with a provision for an 
annual list, there has been sustained effort made to improve the character 
of legislation so that we might have general registration throughout the 
Union. For that purpose there has been active co-operation with the state 
authorities and with the national organizations in which these states are 
represented, chiefly the American Public Health Association and the 
Section on Public Health of the American Medical Association. It was 
thought, early in 1900, that there should be some draft of model laws that 
would be sufficient to give satisfactory results. At the beginning, certain 
essential principles of registration were established, among them the re- 
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quirement that deaths should be registered by means of burial permits. 
This is absolutely necessary in order to obtain complete records. This 
essential principle of the burial permit is a fundamental one in our model 
law which has now been adopted in so many states. It implies that there 
shall be a local registrar in the district, so that he can exercise supervision 
and be able to make a report to his superior officer once every month as to 
whether the deaths are properly registered or not. Those are the essential 
features of the model law; the requirement of burial permits, the filing of a 
properly made out certificate of death on a standard form before the permit 
is granted, the prompt return of that certificate of death to the central 
office, the granting of a burial permit before interment or removal, the 
appointment of a sufficient number of local registrars and their adequate 
compensation. The states have not adopted laws absolutely identical in 
these provisions but have patterned more or less closely after the model 
law and I am very glad to see that experience with this law throughout the 
Union in the most densely and most sparsely settled states has demonstrated 
that this law is an efficient instrument for the collection of vital statistics. 
There are, of course, many differences, as we pass from the densely settled 
east to the middle west, from the northern states to the Pacific coast. In 
the east, especially the northeast, the problem of registration was made 
much easier from the fact that the states were more densely settled, the 
counties are subdivided into townships or towns, furnishing the most satis- 
factory units for registration purposes. In the western part of the country 
and especially in the south, it has been difficult to carry out the subdivision 
of the counties and in many cases it has been difficult to obtain properly 
qualified local registrars, and to be sure that all births and deaths are regis- 
tered. In examining conditions in Arizona, I believe that both Dr. Godfrey 
and the present Superintendent of Public Health have made most earnest 
efforts to bring about a thorough registration. Arizona uses the standard 
certificates that are essential. They are properly bound and indexed and 
control is kept of the manner in which they come in. There is, however, 
one fundamental difference in the Arizona law and the model law as 
recommended by the Bureau of the Census, and on this difference I shall be 
especially interested to hear the opinions of the county health officers. 
Under the model law, it is considered an essential principle that the returns 
from the local registrars, that is, those officials in charge of the small units 
of registration, shall be made direct to the state office. 

Under the Arizona law, they are made to the County Health Officer, 
who keeps them and makes his return, a little later, to the state office. We 
might call one system the Direct System, the direct control of communica- 
tion between the local registrar and the state registrar, and the other the 
Indirect System, by which the returns pass through the County Health 
Officer’s hands to the state registrar. It has been found, by experience, 
I believe, that the direct system is essential. 

I have recently had the pleasure of examining conditions in the State 
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of Washington. Some few years ago, Dr. Kelly, then Commissioner of the 
State of Washington, at my suggestion, obtained an amendment to their 
law, by which returns were made directly from the local registrar to the 
state office. He told me, then, that the conditions were very different in 
the West and that the system of returns from the county health officials 
was working well and was more suitable for conditions there than the 
system of direct returns. I was very glad to find on my recent visit to 
Seattle that the State Health Department was entirely convinced of the 
good results from the change. They obtain a much larger proportion of 
births and a considerably higher proportion of deaths. 


In Oregon they are also changing their law at the present time, insti- 
tuting a law in which the same modification has been made; from the in- 
direct method of returns to the direct method, and the direct responsibility 
of the local registrars to the state registrar. 

In California, which also had the county system, Dr. Sawyer told me 
the other day that he would take measures to have the change made, so that 
in the three states of the Pacific coast, the change from the indirect method 
through county officials to the method of direct returns, as embraced in the 
model law approved by the American Public Health Association, the Ameri- 
can Medical Association, and the Bureau of the Census, has been put into 
effect. 

I hope it will be possible for you to do the same thing in Arizona, there- 
dy removing the only remaining obstacle for your recognition as a regis- 
tration state and entrance into the registration area for deaths. It will 
entail no additional expense, the compensation paid the local registrar is 
sufficient; the compensation paid to the county health officers for their 
present services under the registration law ought to be protected and they 
might well be employed in a supervisory capacity. 

In the State of New York, we have about twenty districts and a sani- 
tary supervisor appointed for each district, and though their duty is pri- 
marily related to the supervision of health officers, they perform a very 
valuable work in inspecting vital statistics. Every time they visit a town, 
besides examining the matters relating to the public health, they inspect 
the office of the local registrar and make a report, and their services are 
very useful. Such a change will entail no additional expense and I believe 
will be a more satisfactory system. Some details may perhaps be sug- 
gested; perhaps it will be necessary to retain the county records. It will 
be very possible, without additional expense, by a slight modification of 
the present law to put the Arizona statutes in such form that its results 
would be acceptable to the Bureau of the Census, and I am sure you will 
find there will be a real increase in efficiency. 


DISCUSSION. 


Dr. Flinn:—Those who have lived a few years in Arizona know that the well- 
seasoned Arizonian is found always in one of two conditions—either with money in 
é6very pocket or else dead broke—and he is equally happy in either condition. The 
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history of the State, County and City Health Officers’ Association is somewhat similar; 
for a number of years, four or five, I believe, we have plugged along in our narrow, 
provincial way, doing what little we could, but, suddenly, in the year 1916, we are 
favored, as the President has said, with two United States officials at one meeting. 
We thought that we were particularly fortunate when we learned that Dr. Pierce was 
to be with us, but when we find that the man who put the “eyes” in Vital Statistics is 
in attendance, it seems the very acme of good fortune. The facts I am about to mention 
are very familiar to Dr. Wilbur, because in 1908 and 1909, when the vital statistics 
law was passed and put into operation, Dr. Wilbur was still chief statistician. Up to 
1908, we had absolutely no vital statistic law in Arizona. In that year I was fortunate 
enough to be elected secretary of what was then the Territorial Medical Association, 
and we had a committee appointed to take up the matter of a vital statistics law for 
Arizona. As secretary of the Association, I was chairman of that committee. At 
that time, we knew absolutely nothing about vital statistics—we know very little now, 
but nothing then. We were fortunate enough to find out there was what Dr. Wilbur 
has referred to as the model law, gotten up by the American Public Health Association 
and approved by the Bureau of the Census. We took that model law and pored over 
it for several months and finally made up our minds—again I repeat that we knew 
absolutely nothing about vital statistics—that it would be much more feasible to 
change this law to meet, as we thought, local conditions in Arizona. 

We changed the law, as Dr. Wilbur has told you, from what he refers to as the 
direct method to the indirect method of taking vital statistics. To be quite frank 
with you, gentlemen, I think the one mistake we made, when we changed that law, 
was in the matter of name. I firmly believe that if we had called the County Health 
Officer (who is the “County Registrar of Vital Statistics’), the “Local Registrar of 
Vital Statistics,’’ and had called our present local registrars ‘‘Sub-registrars,” as is 
done in the model law, I do not believe we would have heard much from the Bureau 
of Census about the non-applicability of our law. As a matter of fact, the County 
Health Officer or County Registrar of Vital Statistics corresponds to the Local Regis- 
trar of the model law and our Local Registrars (so-called), correspond to sub-regis- 
trars. Dr. Huffman told us this morning something about the difficulties he has in 
getting local registrars. I doubt if Dr. Wilbur, with all his experience, has a clear con- 
ception of just how very, very difficult it is to get suitable local registrars in Arizona. 
I can speak for Yavapai—that it took me five years to get a corps of competent local 
registrars—though I think I have them now. In regard to the direct method, I 
challenge any man to prove that it is possible—as it would need to be, I take it, under 
the direct method—for the State Superintendent of Health or State Registrar of 
Vital Statistics, whether he lived in Phoenix, Prescott, Tucson, or wherever he lived, 
to find suitable local registrars throughout the state of Arizona; I claim it is a physical, 
mental, moral, spiritual and intellectual impossibility. To my mind that is the 
strongest argument in favor of our present system. Another argument is this: in 
spite of everything we can do, the local registrars change with, what would be con- 
sidered in the east, as great frequency. Weare a moving population in Arizona. When 
our hats are on, our houses are covered; we are here today and away tomorrow, and 
that is especially true in the mining districts. 

It is very difficult under our present law to get these local registrars to obtain 
the certificates of birth and death for us. In my opinion, it would be practically im- 
possible to get them to make the proper copy and keep it in the proper form. I take 
it that the Bureau of the Census considers it very important that there shall be a copy 
of the original birth and death certificate. If that is true, I would say that it would be 
practically impossible for you to do that without your county registrar. In regard 
to the suggestion that Dr. Wilbur made that county registrars still be kept in office, 
I do not believe it could be done. Dr. Wilbur speaks of $25.00 or $50.00 a month ag 
being a small compensation. If he had something to do with our Boards of Supervis- 
ors, he would realize that $25.00 a month is a munificent compensation for any 
amount of work, and the idea that our Boards of Supervisors, who are always the 
friends of the people, would allow us $25.00 a month to act as inspectors is absolutely 
unthinkable. 

Personally, my contention in regard to the Arizona law is this: I believe we are 
getting a large percentage of the certificates of birth and death; I believe we are 
getting them in fairly promptly; I believe we have in Arizona a good, workable law, 
and, considering that it has only been in effect six or seven years, we are getting very, 
very satisfactory results. I believe it would be a mistake to change it, and that the 
Bureau of the Census is doing us an absolute injustice in keeping us out of the regis- 
tration area simply because our law does not conform to what they consider a model 
law. I take that the object of a vital statistics law is to get vital statistics; if we are 
getting them and getting them satisfactorily, let us stick to our law, notwithstanding 
the injustice done by the bureau. 
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Discussion by Dr. T. J. Bouldin:—After the two gentlemen who have preceded 
me, it seems there is not much left for me to say. It struck me that Dr. Flinn was 
right when he said that it would be almost impossible to get local registrars to send 
certificates to the state registrar, and inasmuch as the county registrars are only 
collectors of the certificates, if they were named according to the provisions of the 
model law, it seems that would cover the difference. Personally I feel that Doctors 
Flinn, Looney, Godfrey and others should be congratulated on the efforts they have 
made in the last few years in getting a vital statistics law. In regard to getting local 
registrars in the various localities, Dr. Looney suggested a few years ago that it would 
be a good plan to get women for this work. I tried it and think I have had much 
better success since I got women in the different neighborhoods to report. They 
rather like that little 25 cents a paper; it comes in handy the first of the year. In my 
county we have four or five Government physicians and I find that there is no trouble 
with men in the Government service to get them to report; they are always prompt. 
It seems to me almost essential that the records of births and deaths be kept in the 
County Recorder’s office, that the people may look up when and how a person died. 
I think our recorder is asked such questions every few days. It seems that if they 
were sent only to the state registrar and no copy kept in the county, there would be 
quite a lot of confusion. 

In regard to justices of the peace or notaries being appointed registrars, I spoke 
to our Board of Supervisors and they said that if they had to pay just the same, they 
would keep the registrars they had. 


Dr. B. G. Fox:—I will just take the last remark about the vital statistics phy- 
sicians being prompt. I am county registrar, and it has been my experience that when 
reports are due the first of the month, about the fifth I begin to receive reports from 
local registrars. I am also local registrar in the City of Globe, because the other 
doctors did not want the job. I think I have to get my report in on the tenth. I meet 
Dr A. and say, ‘“‘How about births this month?” 

“T have three or four and will bring them in; I could not get the name of the 
child and want to wait until I can; then I will bring them in.” 

“Did you ask about it?”’ 

*‘No, I have not been back.” 

‘“‘Well, send in the certificate, I want it.” 

‘All right,” he says, and sends in a bunch. When I go to make up the report, I 
find a certificate for February 12th. The next time I see him, I ask aboutit. ‘Well, 
I went away and forgot about it,’’ he says, and there you are. It is the fault of the 
doctors, if there is a doctor in attendance, that certificates are not sent in. You can 
talk about the direct or the indirect system; it is all with ourselves. If you want to 
get reports of births you can doit. There is where the whole trouble is; I think the 
present method is good, if properly attended to. There are some of the outlying dis- 
tricts where I have some trouble with local registrars. By hunting around I got a 
pretty good corps until this new law that they had to be notary public or justice of the 
peace in order to be local registrars. I now have only one district in the county where 
I have trouble; the others are very prompt. But we ourselves all of us are to blame 
for this slackness in the registration of births. 


Dr. Cressy Wilbur, closing discussion on his talk :-— 

I will confess that I was not very confident that you would all endorse 
my suggestion, and I am not disposed to quarrel with you about it. How- 
ever, there are one or two points I will mention. Beginning last, the sug- 
gestion that women make good local registrars. I believe it is true, when 
they can be selected. A good woman, taking interest in the subject and with 
an eye for details makes a good registrar. The difficulty in selecting good 
registrars would not be any greater in one system than in the other; it should 
be no more difficult to secure registrars directly than to secure them 
through the county registrars. There is one thing, the only point I am 
going to make in regard to the selection of better registrars, is that they 
should be compensated more generously for their services. A fee of 25 cents 
is too small in this western country; it is too small in the east. It was 
cheap several years ago when a two-bit piece was twice as big as now. It 
should be at least fifty cents. 
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I would not urge you against your wishes to make any modification 
in this law, for I believe you are getting along nicely with it, and from the 
peculiar character of the population and the interest of the county health 
officers, you may succeed in getting fairly good registration of deaths, not 
as good of births. I am convinced by my observations in Washington that 
you can get better results under the direct system. What I would suggest, 
since you are not willing to change at present, is that you observe the pro- 
gress of the direct system in Washington, Oregon and California. I think 
you will soon see a marked improvement in the California reports. They 
have been reporting to the county registrars, and I believe you will see a 
marked improvement under the system of direct reports. I would not take 
away the compensation that you receive as county health officers, because 
I believe that the compensation for both purposes is not generous enough 
for the important duties that you perform. You know your state, your 
people, your legislature, better than I do and you will understand my re- 
marks to be simply my best opinion from my observations. 





TUBERCULOSIS AND ASTHMA. 


BY 
ORVILLE HARRY BROWN, M. D., Phoenix, Arizona. 


(Read at the Bighth Annual Meeting of the Arizona Anti-Tuberculosis Association, at Douglas, 
Arizona, April 17, 1917.) 


Soca and Krez have expressed the view that all or nearly all asthmatics 
are tuberculous. Bruglemann, Sarda, Vires, Grasset, Rancoule, Bauer, 
Fraenkel, Jesson and others have held not only that tuberculosis and asthma 
are seldom found complicating each other, but that the one is actually an- 
tagonistic to the other. Others have held that in isolated instances tuber- 
culosis might cause asthma, or that asthma might lead to tuberculosis. 
But I have reviewed the literature elsewhere. 


Asthma is relatively infrequent when compared with the incidence of 
tubercuosis. Therefore, unless there actually exists a definitely antagon- 
istic action between the two diseases, it is to be expected that some asth- 
matics will be found who have tuberculosis. Most individuals with a nearly 
latent tuberculosis exhibit insufficient evidence for a positive diagnosis. 
For this reason asthmatics may have a tuberculous factor on which their 
asthma is distinctly dependent without the proof being apparent. 

I make the statement without fear of contradiction that tuberculosis 
is not in any case dependent upon asthma. And, to decide whether asthma 
is in any degree dependent upon tuberculosis, must be attacked from an- 
other angle than the demonstration of the co-existence of the two. 

I have previously advanced what I have called the “‘non-passive expira- 
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tion” theory to explain asthma. With the elucidation which this theory 
brings to the subject, I have concluded that tuberculosis is a common con- 
tributing factor to asthma. 

My explanation holds asthma to be due to a mechanical disturbance of 
the circulation of blood and lymph through the bronchial mucosa, and that 
this is from forceful expirations. A healthy bronchial mucosa may be 
converted into an asthmatic mucosa by no other cause than that of muscular 
expirations. Ordinarily, however, inflammatory congestion and edema 
help along; and they do this by acting in a dual capacity, first actually 
narrowing the lumen of the bronchi and second, producing an irritation of 
the nerve endings, which sets up forceful expirations. This active expir- 
ation, and this alone, leads to that condition which makes relatively easy 
inspiration, difficult prolonged expiration, wheezing, piping rales, more 
marked on expiration,—emphysema, and secretion of mucous, casts, pellets, 
etc. 

The physiology of asthma, as I see it, is complicated but relatively 
simple. The rigid walled bronchi end in thin walled collapsible tabules which 
spread out into the broad expanse of a lobule. The bronchiole widens 
rapidly, dividing and redividing until the infundibulum with its many air 
cells is reached. The numerous ramifying pockets of the lobules constitute 
what I have called a muffler construction. Or to put it another way, the 
lobule may be compared to a great convention hall with but one exit. An 
overflowing crowd will leave the great hall without confusion and without 
harm if calm and quietude prevail. But if through excitement, an attempt 
is made by the mass to unduly hasten its egress, at once the exits and aisles 
become congested, perhaps even hopelessly blocked, and the passing out 
will be greatly hindered. 

An analogous condition occurs in the alveoli and other divisions of the 
lobules when much force is applied to expiration. The air wanders about 
from one blind pocket to another, the bronchiolar wall may be collapsed, 
a loose edge of a dividing wall lops over the bronchiolar opening, the exit 
of air is greatly hindered, and the intra-lobular air pressure is raised much 
above normal. 

The heightened intra-alveolar air pressure exerts a profound effect 
upon the blood and lymph circulation. Even normal expiration has posi- 
tive action upon the circulation, as shown by blood pressure tracings. Forced 
expiration dams the blood forcibly to all areas of atmospheric pressure— 
to the limbs, to the neck and head, and to the interior of the bronchi. The 
lymph is affected similarly. In man the arterial blood pressure rises during 
expiration, hence there is more blood pumped to the bronchial mucosa dur- 
ing a forceful expiration than during a normal expiration. Therefore the 
active and the passive congestion which occurs during expiration because 
of the force applied to expiration, coupled with the swelling which already 
existed within the bronchi-from the inflammatory or anaphylactic process, 
may be sufficient to greatly impede the exit of air. 
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One swallow does not make a summer, or the possession of a few dollars 
imply wealth; so a few coughs or one attack of dyspnea does not prove as- 
thmatic conditions. The more protracted the forceful expirations—the 
coughing, sneezing, dyspnea, etc., the more opportunity for developing 
asthma. Hence if there is a chronic bronchitis lasting for months or years, 
or a frequently recurring anaphylactic reaction, the non-passive, active 
expirations may develop an asthmatic state. 


Chronic bronchitis is sure to be complicated with involvement of the 
pulmonary tissue, and this usually means the presence of the tubercle 
bacilli. The chronic bronchitis may exist because of the pulmonary tuber- 
culosis; or the pulmonary tuberculosis implants itself and gains a foothold 
in the fertile soil produced by invading organisms of the bronchitis. 


It is generally admitted that a large percentage of all asthmatics have 
previously had chronic bronchitis for from a few months to many years. 
Hence the likelihood of asthmatics either having tuberculosis or of their 
becoming tuberculous is very great. My observations in the asthmatics 
I have studied and my conclusions from the above course of reasoning are 
that most asthmatics are tuberculous or are fit subjects for tuberculosis. 
The disease, however, is ordinarily of a slow type. 
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ARIZONA NEWS. 


Among those attending the Southwestern Conference on Tuberculosis, 
at the Grand Canyon, October 22nd and 23rd, were Drs. Metzger and 
Thomas, from Tucson; Dr. Williams, Rev. B. R. Cocks, Miss Gilchrist and 
Miss Wilton, Phoenix; and Dr. Flinn of Prescott. 


Dr. T. J. Bouldin, of St. John’s, recently passed his examination for 
the Medical Reserve Corps. 


Lieut. Wm. H. Sargent, after finishing his training in the Los Angeles 
School of Roentgenology, has gone to Fort Oglethorpe, Ga., in active service. 


Capt. R. D. Kennedy, of Globe, has been ordered into active service 
and has left for the front. 


Dr. F. C. Norman, formerly of Hayden, Arizona, has been appointed 


Superintendent of the State Hospital, succeeding Dr. Walls, who resigned 
after serving two months. 


Dr. A. C. Kingsley has returned to his old location at Nogales, where 
he will, no doubt, be welcomed by his many friends. Dr. Kingsley served 
efficiently as Superintendent of the State Hospital for four years, during 
which time many improvements were made in the service and medical or- 
ganization of the institution. 


The State Board of Medical Examiners, newly appointed, are as fol- 
lows: Dr. A. L. Gustetter, Nogales; Dr. Coit Hughes, Phoenix (Secretary) ; 
Dr. R. M. Tafel, Chloride; Dr. A. Garfield Schnabel, Tucson; Dr. D. L. Con- 
ner, Phoenix (Osteopath). 


The Sisters’ Hospital at Phoenix, which was nearly destroyed by fire 
recently, will be rebuilt of incombustible construction, with a $30,000.00 
fireproof annex, which will house the surgical departments, X-Ray depart- 
ment, and City Ward. The funds for this purpose have been secured. In 
addition to this, there will be a tuberculosis department with a solarium; 
this portion of the building will be placed upon the new $30,000.00 service 
building which is nearing completion at the present time. 
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BOOK REVIEWS. 


Asthma: Presenting an Exposition of the Non-Passive Expiration Theory. By 
Orville Brown, A. B., M.D. C. V. Mosby Co., St. Louis, 1917. Price $4.00. 36 illus- 
trations, 

Modern dictionaries give three columns defining the various kinds of asthma and 
there is hardly one on which Dr. Brown has not brought to bear his comprehensive 
judgment. “Asthma” we (think) we all understand, but, to understand the author’s 
claim that “preasthmatic states can be recognized by the Non-Passive Expiration 
Theory; can be successfully combatted and the treatment removed from the field of 
empiricism and put on a rational and scientific foundation, an honest weighing by the 
reader of the evidence submitted is essential, no mere review wlll do.” 

The treatment of asthma used to consist in carefully excluding any fresh air. The 
bed and door were curtained; a “draught-excluder” put along the window frame; the 
window opened about six inches once a day; the invalid’s face being then covered. 
There were asthmatics who retired to one room when autumnal fogs set in and remained 
there until spring, with its east winds, was past. 

One curious problem remains unsolved, that of climate, o reven altitude. Acute 
cases have improved in low-lying, damp places and been comparatively well in London 
fogs, while others nearly die; osme cannot live on the coast; others thrive there. 

Interesting statistics as to heriditariness are given. ‘‘ You can get the devil out 
of a man’s heart, but not his grandfather out of his bones,” said a wise Scotschman. 
The reviewer knew four generations of asthmatics; a member of the last—perfectly 
healthy herself—went to South Africa and married a healthy man. Their third child 
was so tormented with asthma when only an infant, that they took her back to England 
to consult a specialist, but the condition has not improved. ‘‘Comby gives a series of 
56 cases, all of which began before three years of age.”’ 

Massage is advised, but perhaps not sufficiently emphasized. The reviewer has 
seen many cases, particularly in children, where prolonged abdominal massage has 
caused complete relief pro tem., and provoked restful sleep. With regard to diet, the 
author agrees with the findings of most specialists, that each must be a law unto him- 
self. A piece of cheese or mince pie will cause great dyspoena in some, while others 
need not use much self-discipline in eating. The question of idiosyncrasia is also an 
important factor meriting attention. 

The whole volume is modestly written, almost as if inviting readers to a con- 
sultation; the individuality of the author is sunk in his anxiety to get from his own 
theories and from every specialist quoted that which may give speedy relief. - 

—D. W. 


The Endemic Diseases of the Southern States. By William H. Deaderick, M. D., 
and Lloyd Thompson, M. D., of Hot Springs, Arkansas. Octavo. 456 pages; 117 illus- 
trations. Philadelphia and Londod: W. B. Saunders Company, 1917. Cloth. $5.00 
net; half morocco, $6.50 net. 

A closer study of tropical and semi-tropical disease has lately been rendered more 
imperative owing to the intermingling of many nationalities on the battlefield, for the 
germs of many diseases hitherto unknown in Europe, have taken hobo journeys and 
turned up in camps to surprise and puzzle the medical staff. This makes every lucid 
volume dealing with the subject particularly useful to the over-worked army doctor, 
and Doctors Deaderick and Thompson are useful adjuncts. 

The authors of the book under review have succeeded in giving the profession a 
comprehensive work on tropical and semi-tropical diseases endemic in the Southern 
Atlantic and Gulf States; the article on malaria being an exhaustive treatise on the 
subject, the extensive statistical compilations making the work even more valuable as 
a reference than asatext book. The photographic reproductions of the larval and pupal 
stages in the development of the anopheles and culex mosquitoes are excellent, and the 
symptomatology of malaria is particularly clearly defined. 

The work on pellagra is especially valuable because of the liberal consideration of 
the opinions and theories of so many workers on this comparatively obscure disease. 
The authors do not hesitate to entertain the logical opinions of any writer or worker 
who has contributed to the etiology or treatment of pellagra, and are modest in their 
own assertions. 

The descriptive text throughout the book is vivid and comprehensive, and while 
the work is too voluminous for use as a clinical hand book, it will meet every need for 
a study of the diseases dealt with. —B. F. J. 
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Recalled to Life.—A Journal Devoted to the Care, Re-education and Return to 
Civil Life of Disabled Soldiers and Sailors. Edited by Lord Charnwood. John Bale, 
Sons and Danielsson, London. Monthly, 50 cents. 


There used to be a popular game in England called ‘‘Here comes an old soldier and 
what will you give him?”” The war veterans of those days receiving an average sum 
of 18 cents a day, and, being short of a limb, could not get well-paid labor. But, even 
as post-operative care becomes ever more insisted on, so, post bellum care is now 
engaging the thoughts of all in authority in Europe and is already receiving notice in 
America. To “reconstruct” a soldier before he is discharged; to teach him remunera- 
tive work, is the main idea, not to let the men drift about the world as useless and semi- 
invalids. ‘The problem of re-education consists not in learning a new trade but in ac- 
quiring dexterity in the use of an artificial appliance.” The management of Neuras- 
thenia is ably taken up by Colonel Sir John Collie, who wisely says that “it is not 
fraud, nor malingering, nor wicked self-deception, and above all it is not cowardice.” 
He gives interesting accounts of the various “shock hospitals” and results obtained. 
The committee on institutional training gives valuable hints, as it goes into the question 
of cost. The description of work done in Europe, India, and the British Colonies tends 
to a just weighing of that which is best, and ought to help in that which the last circular 
from Washington asks: i. e., a report from surgeons giving cases of re-construction 
and work done by men severely handicapped. These reports will be used by the War 
Department for the use of doctors and the cheering-up of the wounded soldiers. - 

—D. W. 


The Medical Clinics of North America. Volume I, Number II (The Philadelphia 
Number, July, 1917.) Octavo of 269 pages, 28 illustrations. Philadelphia and London: 
W. B. Saunders Company, 1917. Published Bi-Monthly. Price per year: Paper, 
$10.00; Cloth, $14.00. 


In this number Dr. Thomas McCrae leads off with a clinic (several clinics com- 
bined) on Aortitis. He insists that the usual source of rheumatic fever or syphilis for 
which he quotes his own clinical experience. Dr. Joseph Sailer follows in his wake 
with a clinic on Aortic Aneurism and gives some interesting points on pulselessness 
with a maintained circulation. In Progressive Nyocarditis, useful differential diagnosis 
is made between cardiac and renal symptoms; also on determining the position of the 
apex beat. Angina Pectoris and Allied Conditions is given by Dr. A. A. Stevens, and 
Ulcerative Endocarditis, Secondary to Dental Sepsis, Treated by Autogenous Vaccine 
is from the clinic of Dr. Judson Deland. Any connection between bad teeth and this 
disease would have provoked some curious criticism fifty years ago. 

One enemy, Poliomychtis, which always seems waiting to descend in epidemic 
form is ably dealt with in Dr. T. H. Weisenburg’s Study of the 1916 Philadelphia Epi- 
demic; 717 cases. Theseven forms of the disease are amply dealt with; the question of 
personal contagion dismissed as erroneous. Altogether, this ““Philadelphia Number” 
brings the reader into the company of men who have all something to say worth saying, 
and who state their experience in concise and intelligent wording. —D. W. 


The Diagnosis and Treatment of Tropical Diseases. By E. R. Stitt, A. B., Ph. G., 
M. D., Medical Director, U.S. Navy. Second Edition. Cloth. Price $2 net. Pp. 534, 
with 117 illustrations. Philadelphia: P. Blakiston’s Son & Co., 1917. 

A most useful and up to date book to the practitioner living in tropical and sub- 
tropical regions, for the subject is treated tersely and thoroughly, showing wide ex- 
perience and much research. 

Malaria, Dysentery, Plague, Leprosy, Yellow Fever, Dengue, Beriberi, Filarial 
Infection, Parasitic Diseases and Skin Diseases of the tropical and sub-tropical regions 
are specially well handled. 

Pinta seems to have been dismissed with a few words as a disease prevalent only 
in Mexico, South America and the West Indies, whereas we know that it has been re- 
ported in Egypt, Sierra Leone and Madagascar. 

The writer has found several cases of Pinta amongst white Americans in El Paso. 
For this reason we read with special interest the brief treatment of this subject. Nerve 
Leprosy many times clinically resembles this disease and Pintas have been detained 
by authorities as Lepers. 

It has fallen to the writer several times to assist in the diagnosis of these cases. 

There is a local anesthesia to heat sensation over the spots in Nerve Leprosy, 
whereas in Pinta we encounter a hypersensibility so that one can readily make the dif- 
ferential diagnosis with a hot sound. 

The new chapters added (in this, the second edition). to the section on Diag- 
nosis and Treatment of Tropical Diseases are specially valuable. and practical. 
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We note that the Oroya Fever, so-called, is not spelled Arroyo. This disease occurs 
in the arroyos or canyons of the western slopes of the Andes. When given the correct 
Spanish spelling, ‘‘Arroyo,’”’ the name describes its location. Since in our own south- 
west this word arroyo is commonly used and correctly spelled, we see no scientific 
reason for changing its spelling to Oroyo. 

This book is of portable size and a valuable addition to the literature on this 
subject. , —H. V. J. 


CANOER—Its Cause and Treatment. By L. Duncan Bulkley, A. M., M. D., Senior 
Physician to the New York Skin and Cancer Hospital, etc. 1917. 12 Mo. Cloth, 282 
pages. $1.50 net. Paul B. Hoebler, New York. 

Few questions in pathology are of greater interest and importance than the 
origin of cancer. On the answer the practitioner is prepared to give depends the 
success of the practice he is about to follow. It would be strange if a disease which 
holds its own with such a terrible grasp were not regarded as having an origin far 
deeper in the system than a fatty or an adenoid tumour. Although the Horatian 
dictum as to the self-assertion of nature is, unhappily, the general experience of 
those who excise cancers, there are cases which show the rule not to be always uni- 
versal, and the question of heredity has even a brighter aspect, the author more 
strongly negatives this than those who gathered statistics in 1871. 

The present volume is an interesting showing of the author’s theory of cancer 
causation. He suggests that the local lesion is only a symptom and the cause to be 
found in metabolic changes due to improper diet and advocate a regulated course of 
feeding. The writer does not claim priority, but weighs the accumulated evidence 
as to prophylaxis. Where certainty (for him) ends, he does not indulge in theoreti- 
cal disquisition but proceeds with caution, giving us, as every author should: ‘‘Re- 
sults and Personal Cases.” He calls cancer ‘‘a disease of advancing civilization,” 
but it is rather the often irrational demands of civilization which propagate disease, 
not the condition itself. 

Dr. Bulkley is always worth listening to on this subject, and the profession will 
be edified, not wearied or puzzled, after studying the book. 

—H. V. J. 
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